201 W. Badger Road
PO Baox 7231
Madison, W 53707-7831
etf Department of Emplu*{ee T_rust Funds + 8776335020 (fob free)
v Ll Health Insurance Application/Change Form Fen B05.267-4548
-

etfwi.gov

* Please complete the requested information and return to your employer (or ETF for Retirees/Continuants)
as soon as possible. Only complete if you are the employee/retiree/continuant applying for coverage.

* Read the Terms and Conditions accompanying this application prior to signing and submitting to your
emplover (or ETF for Retirees/Continuants).

« HDOHF is a High Deductible Health Plan as explained in the Information pages under Section 4.

« [|f available through your employer, you must indicate whether you wish to have Dental coverage as part of
your insurance for an added cost.

« For detailed information regarding eligibility requirements, please read the informational pages attached.

« Forinformation on required documentation (&), please see the included chart “Documentation
Requirements” on Page 10.

* (5o to etf wi.gov for an online presentation to assist with this application.

« Contact your employer (or ETF for Retirees/Continuants) with any questions not answered here.

*Indicates required field I¥C = Annual It's Your Choice

| am electing to opt out of health insurance for 2016. [ | Yes [ ]| No
By checking yes, | cerfify that | am eligible for the opi-out stipend and am noi currendly, nor will | be this program year, a
covered dependent under the State Group Health Insurance Program and that | did not opt out for program year 2015,

LICANT INFORMATION | ETF Member ID" 55N

Eligibility reason: | am a/an:

[1 Employee [ ] Graduate assi Retiree/LTDI [ ] COBRA recipient [ ] Surviving dependent

First name=™ ML Previous name

Home mailing address*—street and No. | State* | ZIP code* | LI Check here if

, | updating address,

| - name, phone, email or
i | marital status.
Primary phone Mo.* Country (if not USA) Applicant e-mail
{ )
Birth date* Gender* [_|M Physiciap/Clinic™
CIF

Marital or domestic partnership (DP) status® [ ] Single Married [ | DP [ ] Divorced [ ]Widowed

Event Dae" (not required for single)
2 USE/DOMESTIC PARTNER (DP) INFORMATIO SEN*

if only updating spouse/DP informatio

Mame* (First, 1., Last) Previous name Birth date*
Physician/Clinic* ] | fax dependent [ Yes[] No  Gender' [IM [IF

J.DEPENDENT INFORMATIOMN: (Excludes spousgfDP) Add Coverage, Add Dependent, Remaove Dependent

heck here if only updagng dependent inforngation

7

Enter Clinic/Physician®

} . ) v 'g g | & | or Provide Dependent
= E W 2 S | 3| 3| &| 2| Address for COBRA, if
G O wE | = 47 £ £| —| = | ® | removing (may attach
o a5 = ® |- o = L D om| B
[GRG = \ e = - m 0| x| —| & separate sheet).

Complete Sections 1 and 2 of the application. Complete Section 3 if

adding or removing dependents.
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MID S5N

A ENROLLMENT New Hire or Return from Leave and Coverage has Lapsed—I want my coverage to
INFORMATION be effective: _ . . .
[} When employer contributes to premiums [11 Decline/Waive Coverage
[] As soon as possible (employee will pay entire  [[] | Decline coverage because |
maonthly premium until eligible for employer have other coverage
] contribution)
Coverage Are you Do you want dental coverage? State employees must indicate whether
desired* selecting an Cves [ Mo they are choosing Uniform Dental Benefits.
[ Single HDHF heailth Most are also eligible for an HDHP and
[ Family plan? Hegith plan selected* must indicate if they choose HDHP.
[ ves [ No | (enfer plan name) WPE employees may only choose
Uniform Dental Benefits and/or the HDHP if
their employer chose to offer these,
5RERS0ON FOR *
Fle select the evint that allowd you fo enroll outside of initial hire. Reasons marked with ® require supporting
docupentation. SeefFage 10 for gequirgd documentation listing. I¥C = Annual It's Your Choice
Add §overage Add dependent Remove dependent
[] Sdouse/DF to sppuse/DF tragsier | [ HIPAA (birth, adoption®, [] Divorce®/DF terminated®
[] Trgnsfer from ong employer marriage, DP®E, divorce®) [[] Death of dependent
ther employe ["] National medical support [] Legal ward/guardianship ends®
vious Emplo notice® [] Disabled dependent; Disability
(] HIAA (birth, ad [] Paternity acknowledgment® ends or support and maintenance
B, divorce®) [[] Legal ward/guardianship® less than 50%.
(1 LTE new hire (stdte only) [C] Eligible dependent not [ Grandchild's parent turns age 18
[] Logs of Other Coferage/Ergdployer on initial enroliment [] Adult dependent eligible for other
Conpibutions® {excludes DP and adult coverage
C11vd (eff. Jan. 1) dependents) I IYC (eff. Jan 1)
[ COBRA (ET-231] requireg} [] Loss of other coverage/ (] Other
[ Stejte retiree re-dnroll® em ployer contributions® If adding or removing dependents,
. [] Disabled, age 26+ please list them In Section 3.
Effedtive date* __| L] I¥C {eff. Jan. 1)
If removing dependents, list their
Complete the Coverage Desired, HDHP Selection, ﬁm‘ﬁ:‘uﬁmm 311t Is different
Dental Selection, and Health plan desired for 2016. i :
Event date*

Change Health Plan (Check one box below, indicate current health plan, provide date of event, update Section 1,
if applicable.)

Status Change events may include birth, adoption, marriage, creation of DP, divorce or termination of DP.

[[] Move from service area [_] Eligible Status Change® [ Annual IYC (Jan.1)
Status Change event®

Current health plan*® Event date*

Family to Single Coverage: If your employee premium share is taken pre-tax, IRC Section 125 resfricts midyear
changes to your coverage.

My employee-required premium contribution is deducted: (Check one box, list event date and update Section 1.)
] Pre-tax and my employee premium contribution has increased significantly ® For mofe ifonnation on IRC

[] Pre-tax eligible Status Change event® : Event Section 125 limitations, see
[] Pre-tax change to single during annual It's Your Choice (Jan. 1) the Information Pages Section
[] Post-tax {midyear changes to coverage level can be made at any time) 3 attached to this application
Event date*
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MID SSN
Cancel Coverage — If your premiums are deducted on a post-tax basis, you may cancel coverage at any time. If
they are deducted on a pre-tax basis, you must provide the event allowing midyear cancellation. If transfering
family coverage to your spouse/DF, please indicate the IRC Section 125 Status Change Event below.
[] Retiree sick leave depleted—efiective end date of coverage
My Premiums are Deducted: [ Pre-tax (select an event below) [ Post-tax (no event required)

[]1 am terminating employment []1 and all eligible dependenis became eligible for
(11 am going on unpaid leave of absence and enrolled in other coverage®

1 My employee premium share has increased sionificantly® [ Spouse/DP to Spouse/DP Transfer

[] Annual It's Your Choice Enrollment {Jan. 1)

Event Date*
Additional Information® 15 any dependent listed under Section 3 your or your spouse/DF's grandchild?

[(OnNe []Yes Ifyes, name of parent
Medicare Information/Update Medicare Information*® Are you or any person you insure, covered by Medicare?

[(INe []Yes
If yes, list the eligibility reasoen, names of insured and Medicare Parts A and B effective dates,
Medicare eligible reason; [ ] Age [ ] Disabled [_] End stage renal disease

Sign and Date in Section 6

Employer completes
Section 7

Sign nd'dnta Here &
retyfn to employer (ETF
fogfRetirees/Continuants)

Date Signed (mm/ddiyy)

.EMPLOYER COMPLETES (Coding instructions are in the Employer Health Insurance Administration Manual.)

EIM 69-036- Employer name Payroll reprasentative e-mail
Group number Employee type Coverage Type Health plan name/suffix

(] Single [ ] Family
Employment status: | Full time [ ] Parttime [ | LTE | Employee deductions: [ | Pre-tax [ | Post-tax

Previous service — complate information
1. Are you a WRS paricipating employer? [(JYes [] Mo (If yes, answer remaining questions)
2. Previous service check completed? [¥es [IMo
3. Did employee participate in the WRS prior to being hired by you? [ ]Yes [ ] Mo
4. Source of previous service check? [ Online Metwork for Employers (OME) [JETF

Date WRS eligible employment or Employer received Event date Prospective coverage date
graduate appointment began or hire date

date

Fayroll representative signature Fhone number

{ )
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myETF Benefits Admin

Health Insurance Enrollment Summary

Employerinfo | myMembers Health Lite Disabilty WRS

hor Bonefts | Test Support Help Log off

Member Search

Mamber10: [ ] OR Social Sec

Search|  Name Search|  Covered Individual Search | ~ Clear |
Member 1 ] SN I Subscriber: I

Log into to MyETF and Select EDIT

Health Plan Coverage Level Begin Date End Date Status Employer

View | Edit| Resend GHC SOUTH CENTRAL Wi DENTAL SINGLE 010112013 ACTIVE EMPLOYEE TRUST FUNDS, DEPT OF PO1/S01 $646 60 Delete
View | Edit| Resend GHC SOUTH CENTRAL W1 DENTAL FAMILY 102612012 1203172012 ENDED EMPLOYEE TRUST FUNDS, DEPT OF PO1/S01 5139830 Delete
View | Edit| Resend GHC SOUTH CENTRAL W1 DENTAL SINGLE 010112011 1072572012 ENDED EMPLOYEE TRUST FUNDS, DEPT OF P01/S01 $561.00 Delete

Add Coverage

myETF Benefits Admin

Report Change to Active Health Insurance Enroliment

Employeriafo | myMembers Health Lifo Disability WRS. Other Banofits | Test Support Hlp Log Off

ETF Mamber ID: Subscriber.

EMPLOYEE TRUST FUNDS
DERT OF PO1iS01 5648 60

) . GHC SOUTH CENTRAL Wi
Employer " DENTAL

Coverage Level: SINGLE

Please select the change you would ke to make from the aptions listed below

I you need to make muliple changes, choose the ane that occurred first

hen you have finished reporting the first change, select additional changes as needed.

Iwould like to: ) ApD DEPENDENT @

O CHANGE HEALTH PLAN @

Continue | Cancel

Please use the Health Insurance Enrollment Summary screen and press view to update subscriber

Select Change Health Plan

‘covered indwviduals Information




myETF Benefits Admin

Health Insurance - Change Health Plan

Employerinto | myMembers Heath Lite Disabitiy WRS Other Bensfits | Test Support Heip Logoft
£7F Member 10: [ ssn: [ Subscriber: |
Employer: EMPLOYEE TRUST FUNDS, DEPT OF PO1/S01 5648 60 Health Plan: GHC SOUTH CENTRAL W1 DENTAL Coverage Level: SINGLE

Bypass Calculate Coverage Effective Date Edit

Select IYC, HDHP election, Dental election, ison for Changing Health Plgn: [IT'S YOUR CHOICE ENROLLMENT PERIOD ~|  Event Date: [09% ] wwmprvrey
and the non-Denlal version of your carmer of
the non-Dental carrier desired for 2016 Ermployer Recaived Date: (72872015 | =2 wworrvs
You are roquesting a change in health plan for member and all dapendents
Hoamg Plan Coverage Level Begin Date End Date tus. Emplayer
HC SOUTH CENTRAL W DENT, SINGLE 010172013 123112015 PENDING EMPLOYEE TRUST FUNDS, DEPT OF PO1/S01 $648.60
Mon-HDHP th Plan ~ |NoDental Plan v| (GHC SOUTH CENTRAL WI v SINGLE 01012016 PENDING EMPLOYEE TRUST FUNDS, DEPT OF P01/501 $643 .60
Row  SSN Name - First, W, Last, Suffix DoB Gender Relationship TaxDep Disabled Physician
N N v s W v MoV oy [Esv
Insursnce: [NO % Ofhes Insurance Co Geoup No: | Foiicy No
WMedicars [NO | [Medicare. 55 ~] Claim No: Med AEN O [7=] Med B ER DL ] Medicare info Blank Reasans <]
Physician Info-Natonal Provider Physician LasuCinic Name: | wiiev. 2| FIrst Name:

Submit| Cancel



